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THERAPIST SELF-DISCLOSURE WITH MANDATED COLLEGE STUDENTS
Abstract
Facing the stark reality of a disturbing mental health crisis present in the college
populations of the United States, college counseling centers (CCC) must figure out ways in
which they can utilize all of their available limited resources, especially regarding potential highrisk students who are unlikely to seek treatment and those that pose a danger to self or others. In
certain cases, mandated treatment can potentially mitigate or eliminate crises, and may serve as
an effective intervention to students whose risky behavior may be normalized within the culture
of colleges across the United States. However, while this course of treatment may be a useful
way to ensure that these high-risk students are connected to a therapist in their counseling center,
mandating treatment does not guarantee positive treatment outcomes. In fact, this setting creates
numerous, highly specific factors that serve as potential barriers to progress when compared with
voluntary treatment.
In spite of these difficulties, proper and careful use of therapist self-disclosure (TSD) the revealing of personal information, thoughts, or feelings to a client - has the potential to be a
uniquely powerful intervention for college counselors, as it addresses many of the specific issues
involved with mandated therapy directly. This paper aims to review the literature on the current
state of CCCs, psychological perspectives regarding the overall effectiveness of TSD, proposed
classification systems to help determine appropriate and inappropriate implementations of TSD,
and how this information can be applied specifically within mandated settings. In addition, this
will be followed by a case study that outlines examples of the use of TSD with mandated college
students, reflecting some of the potential benefits and risks associated with the intervention.
While TSD in these cases generally led to the accelerated building of a positive therapeutic
relationship, there were also clear instances in which disclosure may have produced adverse
effects. Thus, an examination of the current literature and the specifics of this case study
highlights the importance of conducting additional research on the proper implementation of
TSD when treating mandated college students. Additional research in this area should focus on
providing college counselors with superior training regarding TSD and clearer guidelines with
the aim of effectively and efficiently addressing the issues facing their students.
Keywords: Therapist self-disclosure, college students, mandated treatment, therapeutic alliance,
case study
1. Introduction
As a result of the mental health crisis facing college populations, CCCs are increasingly
becoming overwhelmed. In the 2019, according to the annual survey published by the
Association for University and College Counseling Center Directors (AUCCCD), nearly 90% of
CCC directors reported an increase in students seeking counseling (LeViness, Gorman, &
Bershad, 2019), especially notable due to the fact that this was prior to the outbreak of the Covid
pandemic. Leading up to the pandemic, it was not uncommon for students seeking individual
therapy to be placed on 2-3 week waitlists in most CCCs (Bell et al., 2020). In order to alleviate
the current high demand for mental health services, 47% of CCCs expressed that they either were
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transitioning towards or had adopted a Stepped-Care System, (Gorman et al., 2021), nearly half
of CCCs have session limits with an average of 12.6 sessions per academic year (Gallagher,
2013; LeViness, Gorman, & Bershad, 2019; Schwitzer et al, 2018), and 56% of CCCs are no
longer able to provide weekly therapy appointments with the exception of high-risk students
(Gorman et al., 2020; Gorman et al., 2021). All of these systematic changes resulting in reduced
contact with students occurs as the rates of self-reported instances of non-suicidal self-injury
(28.7%), suicidal ideation (36.7%), and suicide attempts (10.6%) have increased steadily for nine
consecutive years (Center for Collegiate Mental Health, 2020, p. 13). In fact, suicide is now the
second most common cause of death among college students with more than 1,000 students
dying each year (Schwartz, 2006; Turner, Leno, & Kellar, 2013).
An additional threat to the health of students is the impact of alcohol and substance use
on college campuses (Carey et al., 2015; Hingson, Zha, & Smith, 2017; Lawyer et al., 2010;
Muehlenhard et al., 2017; NIAAA, 2020; SAMHSA, 2019; Turner, Leno, & Kellar, 2013).
According to the most recent estimates by the NIAAA in a 2019 report, approximately 1,519
college students lost their lives due to alcohol-related unintentional injuries (NIAAA, 2020).
Alcohol and substance use can have devastating consequences beyond fatalities. During their
time in college, more than 1 in 5 women experience sexual assaults (Muehlenhard et al., 2017),
the majority of which involve alcohol or other substances (Carey et al., 2015; Lawyer et al.,
2010; NIAAA, 2020). More than 25% of students report experiencing negative academic
consequences resulting from drinking (Carey et al., 2015; Lawyer et al., 2010; Muehlenhard et
al., 2017; NIAAA, 2020). In fact, SAMHSA’s 2015 national report on drug use found that 14.6%
of college students met criteria for substance use disorder (11.2% alcohol use disorder) and
37.9% of students had engaged in binge drinking within the past month (SAMHSA, 2019).
Given these facts, in addition to the limited resources generally allocated towards college
counseling, it is imperative to find methods in which to increase the efficacy of treatment in
these mandated populations, both in terms of treatment outcome and resource usage. If this goal
is not achieved, the current mental health crisis amongst the college population threatens to
stagnate or even deteriorate further. One area that currently appears missing from the literature is
the use of TSD with college students being treated in a University Counseling Center,
particularly for students who are mandated to treatment due to substance use disorders and/or
following a suicide attempt. The dearth of research on the topic and subsequent lack of guiding
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principles fall short in considering the intersection of the following factors: involuntary treatment
(Bernstein et al., 2017; Bitar et al., 2014; Carey et al, 2018; Kazem et al., 2014; Manchak,
Skeem, & Root, 2014; Qi, 2014; Wild et al., 2016), reason for mandate (substance use or
suicidality)(Bernstein et al., 2017; Hayes et al., 2019; Hill, 2018; Kazemi et al., 2014; Mastroleo
et al., 2014; Milgram & Rubin, 1992; Schwartz, 2006; Weil & Holleran, 2006; Wild et al., 2016;
Yurasek et al., 2017), age, professional role, utilization of brief or limited total sessions
(Bernstein et al., 2017; Borsari et al., 2015; Carey et al., 2018; Hill et al, 1998; Mastroleo, 2014;
Ziv-Beiman et al., 2017), and infrequently meeting (Gorman et al., 2020; Gorman et al., 2021;
Manchak, Skeem, & Rook, 2014; Phillips, Fowler, & Westaby, 2018; Trotter, 2015; Qi, 2014;
Wild et al., 2016). In spite of the fact that an analysis of general research on TSD seems to
suggest that it could be particularly effective with mandated students in CCCs, the lack of
specific studies on TSD that focus on this environment may indicate that it is currently being
underutilized in CCCs.
2. Literature Review
2.1 TSD in Mandated Therapy
Universities are increasingly implementing policies that involve mandating mental health
services (Bertolet, 2016; CCMH, 2020; Gorman et al., 2020; Gorman et al., 2021; LeViness,
Gorman, & Bershad, 2019; Schwitzer et al, 2018). While many students who would not
otherwise seek counseling services undoubtedly benefit from this system, there are significant
drawbacks. Students frequently report that the mandate feels intrusive, inappropriate,
unnecessary, and violating (Manchak, Skeem, & Rook, 2014; Phillips, Fowler, & Westaby,
2018; Trotter, 2015; Qi, 2014; Wild et al., 2016) often leading to resistance to treatment in
session (Carey et al., 2018; Manchak, Skeem, & Rook, 2014; Mastroleo et al., 2014), no shows
or cancellations of sessions (Schwitzer et al., 2018; Yurasek et al., 2017), lack of trust in the
therapist, or even in the broader mental health system (Bell et al., 2020; Bernstein et al., 2017;
Kazemi et al., 2014). There are numerous underlying issues that could cause suffering that would
lead to substance use, suicidal ideation and suicide attempts. College aged students can often be
unaware of or reluctant to talk about why they are suffering (Baumann, Ryu, & Harney, 2020;
Kazemi et al., 2014; Qi, 2014; Trotter, 2015). Mandated treatment is often an additional barrier
to their willingness to talk about these issues, making it difficult to actually address the factors
that are motivating the behavior that prompted the mandates in the first place (Bell et al, 2020;
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Kazemi et al., 2014; Phillips, Fowler, & Westaby, 2018). Based on literature regarding mandated
therapy, there are several ways to overcome previously mentioned barriers, such as: building a
strong rapport with client, lowering power differentials that are amplified in an involuntary
situation, establishing therapist as distinct from the system that issued their mandate by
highlighting the caring nature of therapist, conveying a sense of authenticity to client (Bernstein
et al., 2017; Borsari et al., 2015; Carey et al., 2018; Kazemi et al., 2014; Manchak, Skeem, &
Rook, 2014; Mastroleo et al., 2014; Milgram & Rubin, 1992; Phillips, Fowler, & Westaby, 2018;
Qi, 2014; Trotter, 2015; Weil & Holleran, 2006; Wild et al., 2016; Yurasek et al., 2017). TSD is
a powerful intervention with the potential to function as the ideal complement to mandated
therapy, as its skillful implementation can address the unique barriers mandated treatment
creates, leading to better outcomes in treatment.
2.2 Varying Therapeutic Perspectives on TSD
The potential risks and benefits of TSD have been widely debated for decades. While
certain theoretical orientations are more intimately aligned with a particular stance – traditional
psychoanalysis generally strongly opposes TSD, whereas humanism, feminism, and
multiculturalism typically value TSD – over 90% of therapists report that they have selfdisclosed with clients (Henretty & Levitt, 2010). Although research suggests that TSD can be a
useful intervention (Baumann, Ryu, & Harney, 2020; Hill, 2018; Hill, Knox, & Pinto-Coelho,
2019; Knox & Hill, 2003; Miller & McNaught, 2018; Moody et al., 2021), it also demonstrates
that there are always risks associated with self-disclosure and emphasizes careful deliberation
prior to its utilization in treatment (Berg et al., 2020; Elliott & Ragsdale, 2020; Farber, 2006;
Hill, Knox, & Pinto-Coelho, 2018; McCormic et al., 2019). Important factors to consider include
client identities, learning history, focus of treatment, therapeutic alliance, function of the
disclosure, stage of treatment, level of intimacy, how much detail, frequency, and how the
disclosure is delivered and processed in session (Barrett & Berman, 2001; Farber
& Nitzburg, 2015; Goldfried, Burckell, & Eubanks-Carter, 2001; Goldstein, 1994; Henretty &
Levitt, 2010; Hill, Knox, & Pinto-Coelho, 2018; Knox & Hill, 2003; McCormic et al., 2019;
Moore, Camacho, & Munson, 2020; Norcross & Lambert, 2019; Phillips, Fowler, & Westaby,
2018). Guidelines for using self-disclosure based on the results of several studies have been
proposed, but they tend to sample general populations that present with differing issues, utilizing
various treatment modalities over a wide range of sessions, etc.
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TSD when used properly, especially in a mandated setting, may be a powerful
intervention to address these barriers; however, not all theoretical orientations share the same
view on its use. Originally, traditional psychoanalysts were strongly opposed to TSD and were
trained to be neutral and anonymous in therapy (Alfi-Yogev et al., 2021; Baumann, Ryu, &
Harney, 2020; Buirski, Haglund, & Markley, 2020; Jackson, 2020; Kronner & Northcut, 2015;
Norcross & Lambert, 2019; Patmore, 2020; Sunderani & Moodley, 2020; Wachtel, 2007). Freud
believed that it was a therapist’s job to analyze their client’s transference, which is obscured if
the therapist reveals anything about themselves (Alfi-Yogev et al., 2021; Buirski, Haglund, &
Markley, 2020). Freud argued that self-disclosure increases resistance, transference becomes
more difficult to analyze, clients become more interested in analyzing their therapist than
themselves, and may become further invested in learning more about the therapist (Freud,
1912/1958). However, some modern psychoanalysts “have concluded that by embracing the
technique of self-disclosure, the patient may feel the analyst’s emotion, without which emotion
an authentic analysis is impossible” (Billow, 2000, p. 62). Relational psychoanalysis, or
intersubjectivity, emphasizes the importance of real relationships with two equivalent partners
(Buirski, Haglund, & Markley, 2020). Their concept of relational authenticity underscores the
crucial role that TSD has in therapy: the intersubjective relationship, developing from attunement
(shared emotions), mutual attention and awareness, and congruent intentions, aims to help
individuals grow together as authentic human persons (Buirski, Haglund, & Markley, 2020).
While TSD remains contentious amongst psychoanalysts, it appears that some believe TSD
serves a humanizing purpose, helping clients to view their analysts as regular humans with a full
range of emotions, making them trust and reveal more to their therapists (Baumann, Ryu, &
Harney, 2020; Buirski, Haglund, & Markley, 2020; Knox & Hill, 2003 Norcross & Lambert,
2019; Patmore, 2020).
Therapists that hold a humanistic orientation suggest that TSD demonstrates positive
regard for the clients. “Since the 1950s, person-centered counselors have continued to argue that
by modeling openness, strength, vulnerability, and the sharing of intense feelings cautiously, the
counselor who uses therapy-relevant disclosures invites the client to follow suit and cultivates
trust, perceived similarity, credibility, and empathic understanding” (Henretty et al., 2014, p. 1).
They believe that TSD is essential in normalizing the issues their clients are facing, while also
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reducing power differential in the therapeutic relationship (Baumann, Ryu, & Harney, 2020;
Knox & Hill, 2003; Hill, 2018).
Feminist and multicultural traditions strongly advocate for the use of TSD in therapy
(Alexandrova, 2021; Bennett et al., 2022; Brown & Walker, 1990; Hays, 2022; McCormic et al.,
2019; McDonald, Rappaport, & Bates, 2022; Moody et al., 2021; Moore, Camacho, & Munson,
2020; Sue & Sue, 1999; Sunderani & Moodley, 2020). Mahalik, VanOrmer, and Simi (2000)
have asserted that TSD is an intervention that is rooted in feminist values, cultivates client
growth and change, equalizes power in the relationship, enhances the connection between client
and therapist, reduces shame, and helps make the therapeutic relationship feel more genuine. Sue
and Sue (1990) posit that it is especially beneficial to use with clients from different
sociocultural backgrounds and may be necessary to demonstrate trustworthiness when therapists
work with clients who do not hold similar identities. Additionally, Henretty et al. (2014) found
that the research on therapists disclosing their own lesbian, gay, bisexual, or transgender
identities to clients holding similar identities (a) helped “create a safe environment in which
clients know they will not be judge[d] negatively (Hanson, 2005); (b) [created a model] for
expressing appropriate actions and appropriate emotions (Cabai, 1996; Mathy, 2006; Riddle &
Sang, 1978); (c) [assisted in] counter[ing] internalized hatred and shame (Satterly, 2006); and (d)
[led to therapists being] viewed as a more credible source of help than counselors without an
LGBT identity (Atkinson, Brady, & Casas, 1981; Cass 1979, as cited in Henretty et al., 2014, p.
4).
Cognitive behavior therapists view TSD as a potentially beneficial intervention, as it may
increase motivation to change and enhance the therapeutic relationship (Hill, Knox, & PintoCoelho, 2019; Matsuno, 2019; Miller & McNaught, 2018; Norcross & Lambert, 2019).
Goldfried, Burckell, & Eubanks-Carter (2003) assert it can be used to “provide feedback on the
interpersonal impact made by the client, enhance positive expectations and motivation,
strengthen the therapeutic bond, normalize the client’s reaction, reduce the client’s fears, and
model an effective way of functioning” (p. 559). They posit that TSD derives these benefits
based on principles of reinforcement and modeling. Initially proposed by Bandura (1996),
proponents of the cognitive behavioral perspective argue that modeling can be used to teach
individuals to learn novel ways of thinking and behaving: teaching new ways of coping and
altering unrealistically high personal standards, removing inhibitions that hinder the client,
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encouraging inhibitions that help the client refrain from acting out inappropriately, motivating
certain behaviors that the individual is capable of but does not perform because they lack
incentive, and eliciting emotional reactions in individuals, which is especially relevant for
individuals who struggle to identify and express their emotions (Bandura, 1996; Goldfried,
Burckell, & Eubanks-Carter, 2003; Hill, Knox, & Pinto-Coelho, 2019; Matsuno, 2019; Miller &
McNaught, 2018; Norcross & Lambert, 2019).
Current literature is shifting focus to look beyond simply determining whether or not
TSD works towards figuring out how and in what ways it does so, and then studying ways in
which to maximize efficacy while minimizing risk (Alfi-Yogev et al., 2021; Bate et al., 2022;
Baumann, Ryu, & Harney, 2020; Hill, 2018; Hill, Knox, & Pinto-Coelho, 2018; Miller &
McNaught, 2018). Functional analytic psychotherapists differentially respond to client’s
ineffective (CRB 1s) and effective behaviors (CRB 2s) (Kohlenberg & Tsai, 1991). By
disclosing the impact that clients’ responses have on the therapist, they can reinforce adaptive
behaviors and punish or discourage problematic behaviors (Kohlenberg & Tsai, 1991). In
Marsha Linehan’s cognitive behavioral approach to treating borderline personality disorder
(1993), she differentiates between therapists’ disclosure of personal information and disclosure
of their immediate reaction to the client within the session, both serving important functions
(Linehan, 1993). As previously mentioned, within cognitive behavioral therapy the former type
of disclosure is consistent with the principle of modeling and can help teach and encourage
clients to adopt more effective ways of coping (Bandura, 1996; Goldfried, Burckell, & EubanksCarter, 2003; Hill, Knox, & Pinto-Coelho, 2019; Matsuno, 2019; Miller & McNaught, 2018;
Norcross & Lambert, 2019). Within DBT, radical genuineness is a version of the latter form of
disclosure in which one understands the emotion that the other is experiencing on a deep level
and shares that experience as an equal (Linehan, 1993). This type of disclosure provides
validation, normalizes the client’s struggle, demonstrates similarity, builds trust, and can
motivate client’s disclosing in the future.
Nevertheless, nearly all researchers who support the use of TSD warn of the potential
risks associated with its improper use. When not implemented skillfully, TSD can decrease
clients’ belief that their therapist can be helpful, shift the focus of the session or treatment overall
from the client to the therapist, disrupt the client’s growth, blur boundaries of therapy,
contaminate transference, or cause the client to become overwhelmed, or anxious about their
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therapist’s wellbeing (Barrett & Berman, 2001; Berg et al., 2020; Billow, 2000; Elliott &
Ragsdale, 2020; Geller & Farber, 1997; Hill, Knox, & Pinto-Coelho, 2018; McCormic et al.,
2019; Tansey & Burke, 1989). While in agreement that TSD can be beneficial when used
properly, and detrimental when not, different theoretical orientations have focused their research
on different factors, leading to varying conclusions regarding their recommendations for
effective TSD.
2.3 Factors Involved in Classification of TSD
As supporters of different theoretical orientations hold varying perspectives on the use of
TSD, researchers also focus on different variables in their attempts to understand TSD and
provide recommendations for clinicians. Henretty et al. (2014) focused on three distinctions of
TSD: 1) intratherapy experience (i.e. thoughts/feelings about the client or therapy) vs
extratherapy experience (i.e. past, present, or hypothetical occurrences in the therapist’s personal
life), 2) positive vs negative content valence, and 3) similarity or dissimilarity to the client. They
concluded that TSD related to experiences of negative content valence that revealed similarities
between the therapist and client, and TSD that related to intratherapy or especially extratherapy
experiences led to more benefits for clients than nondisclosure. Specifically, this led clients to
have a more favorable view of their therapist, strengthened the therapeutic alliance, increased
clients’ willingness to continue treatment with the disclosing therapist, and led clients to disclose
in therapy more frequently (Henretty et al., 2014).
In Knox & Hill’s (2003) research-based suggestions for practitioners, they examined the
available research on TSD, focusing on how differences in the content, frequency and the level
of intimacy of the disclosure alters the impact on the client and/or the therapeutic relationship.
Based on their research, they suggested seven subtypes of disclosure that are based on a
combination of content and function: disclosures of facts, feelings, insight, strategies,
reassurance/support, challenge, and immediacy (Hill, 2018; Hill, Knox, & Pinto-Coelho, 2018;
Hill, Knox, & Pinto-Coelho, 2019; Knox & Hill, 2003).
With regard to content, a study conducted by Edwards and Murdock (1994) found that
the 184 licensed, doctoral-level psychologists disclosed the following from most common to
least: professional background (i.e. degree, therapy style, and training experience), successes and
failures, interpersonal relations, attitudes, personal feelings, and sexual practices and beliefs
(Edwards & Murdock, 1994). A second study conducted by Geller and Farber (1997) found the
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following topics to be 1) most frequently disclosed: therapists’ acknowledgement of mistakes or
technical errors; 2) moderately frequently disclosed: reactions to clients’ self-presentations,
beliefs regarding the efficacy of therapy, personal information (i.e. whether they had children,
location of a vacation, marital status, age, and ethnicity); 3) and least commonly disclosed:
therapists’ religious beliefs, birth date, and sexual orientation (Hill, Knox, & Pinto-Coelho, 2018;
Knox & Hill, 2003). Knox and Hill concluded that “therapists evidently believe that disclosures
of content-related professional background may be better received than those related to more
personal areas of their lives (e.g. sexuality)” (Knox & Hill, 2003, p. 533). However, therapists
that work from feminist or multicultural perspectives suggest that self-disclosure of more
personal information is required in order for clients to have informed consent to work with their
therapist (Bennett et al., 2022; McCormic et al., 2019; McDonald, Rappaport, & Bates, 2022;
Hays, 2022; Mahalik, Van Ormer, & Simi, 2000; Moore, Camacho, & Munson, 2020; Moody et
al., 2021; Sunderani & Moodley, 2020). This is in agreement with previously mentioned
research, which demonstrated that therapist’s disclosing their own LGBTQ+ identity to a client
holding a similar identity had significant benefits in creating a safe environment without the fear
of judgment, providing a model for expressing appropriate actions and emotions, countering
internalized shame and hatred, and leading the patient to view the therapist as a more credible
source of help than a therapist without an LGBTQ+ identity (Alessi, Dillon, & Van Der Horn,
2019; Baumann, Ryu, & Harney, 2020; Bjork, 2004; Chui et al., 2018; Cole & Drescher, 2006;
Drescher, & Fadus, 2020; Henretty et al., 2014; Hill, 2018; Kronner & Northcut, 2015; Matsuno,
2019; Mizock & Lundquist, 2016; Moore, Camacho, & Munson, 2020; Shipman & Martin,
2019). Thus, it appears that while many therapists feel more comfortable and therefore disclose
less personal information most frequently, research suggests that there are circumstances in
which disclosing more personal information can, in fact, be more beneficial.
Additionally, Knox and Hill (2003) found that different levels of intimacy of disclosures
often significantly altered the impact of the intervention. High intimacy disclosures may cause
clients to feel compelled to care for their therapist, intimidate the client, or may cause boundary
problems in the therapeutic relationship; low to medium intimacy disclosures may serve to
normalize clients’ struggles, help the therapist seem more human to the client, and enhance the
therapeutic relationship by increasing trust without revealing unnecessarily personal information
(Hill, 2018; Hill, Knox, & Pinto-Coelho, 2018; Hill, Knox, & Pinto-Coelho, 2019; Knox & Hill,
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2003). Non-intimate disclosures, however, likely do not make the therapist appear more human
nor demonstrate that the therapist trusts the client with information about themselves, which is in
turn unlikely to normalize the client’s struggles (Hill, 2018; Hill, Knox, & Pinto-Coelho, 2018;
Hill, Knox, & Pinto-Coelho, 2019; Knox & Hill, 2003). Thus, it appears that disclosures of low
to medium intimacy are most likely to provide the most benefit while limiting the potential
negative risks associated with intimate disclosures, especially those of a higher level.
It is important to consider the frequency that therapists utilize self-disclosure. Knox and
Hill (2003) suggested that the potency of TSD may be derived from its being utilized relatively
infrequently compared to other interventions. In fact, their research indicated that therapists who
disclosed moderately occasioned more client disclosures and were viewed more favorably than
those who disclosed too often or those who never disclosed or did so rarely (Hill, 2018; Hill,
Knox, & Pinto-Coelho, 2018; Hill, Knox, & Pinto-Coelho, 2019; Knox & Hill, 2003). Further,
therapists who very rarely or never disclosed were often experienced by their clients as “distant,
aloof, and impenetrable,” (Knox & Hill, 2003, p. 533) which resulted in a weak therapeutic
alliance. Clients who had therapists that disclosed too frequently often experienced their
therapists as having poor boundaries and found that the focus of sessions would shift from the
client to the therapist (Berg et al., 2020; Elliott & Ragsdale, 2020; Hill, 2018; Hill, Knox, &
Pinto-Coelho, 2018; Knox & Hill, 2003; McCormic et al., 2019; Miller & McNaught, 2018;
Rosner, 2022). Therefore, therapists should consider the frequency they self-disclose with their
client prior to deciding to use it as an intervention.
As previously mentioned, frequency, content, and intensity are all important variables
that can influence whether TSD will be an effective intervention or negatively impact the
progress of treatment. However additional factors include the timing of the disclosure and its
relevance to the conversation/ client’s experience, as poorly timed or irrelevant disclosures
demonstrate a lack of understanding and weaken the therapeutic alliance (Baumann, Ryu, &
Harney, 2020; Berg et al., 2020; Elliott & Ragsdale, 2020; Hill, 2018; McCormic et al., 2019).
Moreover, immediately after self-disclosing, what the therapist does can significantly affect the
effectiveness of the disclosure. Ideally, the therapist will follow the disclosure by bringing the
focus back to the client, which can model how to disclose, normalize feelings or struggles, and/or
provide insight (Baumann, Ryu, & Harney, 2020; Berg et al., 2020; Elliott & Ragsdale, 2020;
Hill, 2018; McCormic et al., 2019; Miller & McNaught, 2018). Alternatively, not bringing the
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focus back to the client by changing the topic, or not addressing the disclosure can cause the
focus of the session to shift from the client to the therapist and blur the boundaries of therapy
(Geller & Farber, 1997). Finally, therapists who self-disclose about their own ongoing issues risk
co-opting the session to focus more on addressing their own needs rather than those of their
clients, or they may not have enough distance from the experience to remain objective and be
useful to their clients (Elliott & Ragsdale, 2020; McCormic et al., 2019). Therefore, it may be
more beneficial for the therapist to disclose issues that have already been resolved (Elliott &
Ragsdale, 2020; Goldstein, 1994; McCormic et al., 2019;).
2.4 Functions of Different types of TSD
Goldfried, Burckell, & Eubanks-Carter (2003) differentiated between types of disclosures
based on the function the disclosure can provide for the client or therapeutic relationship. As
previously mentioned, those include: providing feedback on the interpersonal impact made by
the client, enhancing positive expectations and motivation, strengthening the therapeutic bond,
normalizing the client’s reaction, reducing the client’s fears, and modeling an effective way of
functioning (Goldfried, Burckell, & Eubanks-Carter, 2003). Without a strong therapeutic bond in
particular, even the most skilled therapist utilizing the most effective interventions are unlikely to
help improve their client’s experience (Alessi, Dillon, & Van Der Horn, 2019; Alfi-Yogev et al.,
2021; Bjork, 2004; Fuertes, Moore, & Galey, 2019; Hays, 2022; Hill, 2018; Henretty et al.,
2014; Levitt et al., 2015; Manchak, Skeem, & Rook, 2013; Norcross & Lambert, 2019; Simonds
& Spokes, 2017; Ziv-Beiman et al., 2017). Through effective use of TSD, such as disclosing
having experienced similar issues that the client is currently experiencing, therapists can help
their clients come to view them as human and enhance their therapeutic bond (Baumann, Ryu, &
Harney, 2020; Goldfried, Burckell, & Eubanks-Carter, 2003; Johnsen & Ding, 2021; Solomonov
& Barber, 2019). “The more the patients know the real person of the therapist, the more likely it
is that trust will develop” (Fay, 2002, p. 154). This is particularly important when working with
college students who are mandated to treatment, as they, more often than not, start treatment
distrusting the intentions of the therapist and the purpose of treatment, feeling coerced and
trapped (Bernstein et al., 2017; Borsari et al., 2015; Carey et al., 2018; Kazemi et al., 2014;
Manchak, Skeem, & Rook, 2013; Mastroleo et al., 2014; Phillips, Fowler, & Westaby, 2018; Qi,
2014; Trotter, 2015; Wild et al., 2017) . Establishing trust in the relationship will be crucial for

13
THERAPIST SELF-DISCLOSURE WITH MANDATED COLLEGE STUDENTS
the sessions to be useful and/or to leave the client feeling open to seeking therapy voluntarily in
the future.
Numerous studies provide overwhelming evidence of the general therapeutic benefits of
TSD when implemented effectively and for specific purposes. In alignment with Goldfried,
Burckell, & Eubanks-Carter, Hill & Knox (2002) suggested that appropriate reasons to disclose
include: to provide information, demonstrate similarities between therapist and client, model
adaptive behavior, stimulate new ways of thinking and behaving, enhance the therapeutic
alliance, or normalize and validate client experiences. Knox and Hill’s (2003) research
concluded that TSD in general has immediate positive effects: reassuring disclosures were rated
by clients as more helpful and occasioned higher emotional experiences for the client than
challenging disclosures; TSD facilitated insight for the client; TSD made the therapist appear
more genuine, which improved the therapeutic alliance, normalized client experiences, and
fostered feelings of reassurance, which in turn led to clients feeling better, demonstrating more
openness and honesty in therapy. Barret and Berman (2001) found that therapists who disclosed
in response to similar client disclosures (labeled reciprocal therapist self-disclosures) were liked
more by their clients and their clients reported reduced symptom distress post-treatment. Knox et
al., (1997) shared an example of TSD in which the therapist disclosed having spent summers at
the shore during his childhood, like the client. The client reported that this intervention (a)
provided insight for the client: reminding her of positive experiences in her youth, shifting her
view of her parents from evil to ill, which allowed her to forgive them before they died; (b) made
the therapist seem more real; (c) reduced client’s experience of a power differential in the
therapeutic relationship; (d) increased client’s confidence in her therapist’s ability to understand
her due to their shared experiences; (e) increased client’s sense of importance and esteem due to
the trust she felt from her therapist. The findings of Sue & Sue (1999) emphasize the importance
of therapist self-disclosure in cultivating trust in the safety of therapy when working with clients
who hold marginalized identities that their therapist does not share.
2.5 TSD Usage Specific to Mandated Therapy
While there is not much research on the population this paper focuses on, research into
therapeutic outcomes in other mandated settings have shown the strong benefits TSD can
provide to address the unique challenges present in such environments. Mandated students often
present to session with low motivation to change, lack of trust in the therapist and/or the overall
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system, lack of hope that their situation could improve, poor insight into the factors contributing
to their distress, a limited toolkit of healthy and effective coping strategies that can regulate their
emotional experiences, and a lack of awareness of the impact of their interpersonal style
(Bernstein, 2017; Borsari et al., 2015; Carey et al., 2018; Kazemi et al., 2014; Manchak, Skeem,
& Rook, 2013; Mastroleo et al., 2014; Phillips, Fowler, & Westaby, 2018; Qi, 2014; Trotter,
2015; Wild et al., 2017). Some of these experiences may be due to a personality disorder,
growing up in families that did not demonstrate appropriate and adaptive ways to cope, and/or in
families where their reactions to their behavior were either not communicated or not normative
(Kazemi, 2014; Linehan, 1993). Linehan (1993) suggests that for clients with these experiences,
therapeutic modeling and disclosing the impact that the client has on the therapist personally can
potentially be useful for clients, as therapists would be able to model more effective ways of
coping and provide invaluable interpersonal feedback that hopefully will give the client a more
realistic understanding of effectiveness of their interpersonal behavior. Moreover, many of the
challenges related to clients’ attitudes towards treatment may further be exacerbated by common
constraints of a college counseling center: of primary concern being the limited numbers of
sessions that sometimes occur once every two to four weeks (Borsari, 2015).
3. Method
This paper uses a case study methodology in order to provide examples of TSD use with
mandated college students in a counseling center. This was done to provide evidence of such
usage and the results in real-life contexts, especially as there is a lack of research relating to the
unique population of students who are mandated treatment at CCCs (Yin, 2013). The author
previously worked as both an advanced practicum student and a doctoral intern within the same
CCC in a public university in the Rocky Mountain region of the U.S. With the help of a
supervisor, he has deidentified the following cases by not including names and altering certain
specific identifying information (Drotar, 2008; El-Gilany, 2019; Gagnier et al., 2014). As this is
a case study with a limited number of described cases, these findings themselves are not be
generalizable to other CCCs (Drotar, 2008; El- Gilany, 2019; Gagnier et al., 2014; Roberts &
Steele, 2010); however, the data obtained through these cases do clearly demonstrate a greater
need for the broader scientific community to further investigate the ways in which TSD can lead
to better treatment outcomes without placing an undue increased burden on systems which are
often already spread thin.
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The following three case examples have been deidentified and are presented in order to
demonstrate how therapists can use self-disclosure with mandated students in a CCC to positive
effect, as well as provide a few examples of situations where TSD used did not achieve its
intended purpose.
3.1 Case one: KF
KF identified as a white, non-binary lesbian (pronouns she/they), avid video game player
who grew up in a town that held strong conservative values. They reported a history of abuse by
their father, witnessed domestic violence prior to their parents’ divorce and had no prior
experience with mental health treatment. They were mandated to treatment following a suicide
attempt that involved slitting their wrists and overdosing on a combination of pills. During the
intake session, they were unwilling to talk about factors causing their suffering, which they
revealed later was due to deep shame of the content of their intrusive thoughts.
With mandated students, I feel that it is important to use disclosure during the intake, in
order to diminish differences in power, establish trust in the relationship through demonstrating
that I am actively choosing to place trust in them, and, ideally, disclose aspects of experiences
that share similarities to those of my clients (Bernstein, 2017; Borsari et al., 2015; Carey et al.,
2018; Kazemi et al., 2014; Manchak, Skeem, & Rook, 2013; Mastroleo et al., 2014; Phillips,
Fowler, & Westaby, 2018; Qi, 2014; Trotter, 2015; Wild et al., 2017). Typically, I will disclose
my cultural identities, consistent with feminist theory findings, to provide my clients with
informed consent around where my perspective and advice is coming from (Alessi, Dillon, &
Van Der Horn, 2019; Alexandrova, 2021; Baumann, Ryu, & Harney, 2020; Bennett et al., 2022;
Chui et al., 2018; Drescher, & Fadus, 2020; Kronner & Northcut, 2015; Matsuno, 2019;
McCormic et al., 2019; McDonald, Rappaport, & Bates, 2022; Moody et al., 2021).
With KF, I shared that I identify as white, pansexual, non-binary (pronouns he, him, his),
person who has male stimulus value, Italian-Irish American, high SES, was raised Catholic, but
no current religious affiliation. After KF shared their identities, I also disclosed having a
connection with video games and explored what games they enjoyed playing and how often they
played. The aim of this disclosure of similarity was to: (a) create a safe environment; (b) make
the therapist seem more real; (c) reduce client’s experience of a power differential in the
therapeutic relationship; (d) increase client’s confidence in their therapist’s ability to understand
them due to their shared experiences; (e) increase client’s sense of importance and esteem due to
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the trust they felt from their therapist; (f) increase client’s willingness to continue treatment with
the disclosing therapist; and (g) lead client to disclose in therapy more frequently (Baumann,
Ryu, & Harney, 2020; Chui et al., 2018; Goldfried, Burckell, & Eubanks-Carter, 2003; Henretty
et al., 2014; Hill, 2018; Johnsen & Ding, 2021; Knox et al., 1997; Solomonov & Barber, 2019).
The impact of this disclosure was immediately observable, as they started smiling, leaned-in, and
excitedly shared some of the games they played. We found that we had a similar connection in
that we played games in which we had the freedom to choose characters where we had more
freedom to explore how we expressed our gender. This very specific shared experience relating
to our gender identity and expression is consistent with the current literature on therapist’s
disclosing their own LGBTQ+ identity to a client holding a similar identity and the intention of
the disclosure aligned with the significant benefits outlined in the literature: to create a safe
environment without the fear of judgment, to provide a model for expressing appropriate actions
and emotions, to counter internalized shame and hatred, and to lead the patient to view the
therapist as a more credible source of help than a therapist without an LGBTQ+ identity (Alessi,
Dillon, & Van Der Horn, 2019; Baumann, Ryu, & Harney, 2020; Bjork, 2004; Chui et al., 2018;
Cole & Drescher, 2006; Drescher, & Fadus, 2020; Henretty et al., 2014; Hill, 2018; Kronner &
Northcut, 2015; Matsuno, 2019; Mizock & Lundquist, 2016; Moore, Camacho, & Munson,
2020; Shipman & Martin, 2019). Capitalizing on the trust and credibility that was established, I
shared that from my experiences, I differentiate between healthy and unhealthy gaming and
asked if they felt that they had similar experiences. This established a framework for later
discussions about dialectics that was rooted in their lived experience and helped teach them how
reflect on their experience and differentiate between situations when they utilized gaming as an
alternative coping strategy to self-harm that provided distraction from intense emotions, and
when they used gaming as experiential avoidance, an escape from dealing with responsibilities,
often leading to feeling overwhelmed, trapped, and shame.
I ask for feedback at the end of all my sessions to reflect on aspects of session that were
useful and to increase client’s willingness to share constructive feedback, as well as the
opportunity to do so, by asking for it explicitly. At the end of our first session, KF shared that
they felt excited to be working with someone who shared similar identities and felt that they
could be more open with me than they were anticipating coming into the session. While they
shared that they were not ready to talk about what had led their to their suicide attempt, they
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were willing to acknowledge that they had omitted certain experiences during our intake and
asked if we could talk about them during our next session. Consistent with literature regarding
disclosures of similarity, my use of TSD served to begin to counter key obstacles established by
their being mandated to treatment: creating a safe environment, reducing client’s experience of
the power differential within in the relationship, establishing trust through the authenticity of the
therapist, increasing client’s confidence in therapist’s ability to understand them due to their
shared experiences, and increasing client’s willingness to continue treatment while disclosing
their own experience more frequently (Baumann, Ryu, & Harney, 2020; Chui et al., 2018;
Goldfried, Burckell, & Eubanks-Carter, 2003; Henretty et al., 2014; Hill, 2018; Johnsen & Ding,
2021; Knox et al., 1997; Solomonov & Barber, 2019).
Eventually, KF shared that they suffered from intrusive images that contributed to their
social phobia and fueled their desire to escape in video games, as it provided them an outlet to be
social without fear of hurting or being hurt by others. I disclosed how connected I felt to them as
they became more open with their experiences and explored the shame that they experienced
around having these intrusive experiences. Consistent with Goldfried, Burckell, & EubanksCarter (2003), disclosing the interpersonal impact made by the client served to reinforce their
willingness to openly share experiences associated with shame, convey non-judgmental care for
client, and build a stronger therapeutic alliance. They went on to share that they experienced
panic attacks when they were around unfamiliar people, and they were unsure how others would
react to them if my client needed to suddenly leave. While they were not willing to talk about the
content of their intrusive images, they shared at the end of the session when I asked for feedback
that they were surprised to hear that I felt more connected to them when they disclosed having
those experiences, which was in line with my goals behind sharing my immediate experience.
The reasons I chose to disclose my interpersonal experience were consistent with Hill, Knox, &
Pinto-Coelho’s (2018) conclusions regarding rationale and benefits of this form of TSD:
improving the therapeutic alliance by making the therapist appear more genuine, and fostering
feelings of reassurance, which in turn lead to clients feeling better, demonstrating more openness
and honesty in therapy. I further shared that I was wanting to know more about their intrusive
experiences and that I could tell that they held a tremendous amount of shame for having them.
They started to cry and stated that they would eventually share, but the time did not feel quite
right yet. I stated that I could relate with their experience and explained that I used to have
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intrusive thoughts as I walked by strangers when my anxiety was high, which typically resulted
in panic attacks, as I felt awful for having those thoughts and that it was completely out of my
control. My understanding of my intrusive thoughts was that they were the worst insults I could
think of in the moment in case the person were to attack me for my identities and through my
own therapy, I came to understand them as a reaction to my experiences of being bullied in
middle and high school for being different from other students. After disclosing so much, I
ensured that I explored how my disclosure had landed for them and inquired as to whether their
experiences were similar, after which she became tearful and shared that they were. Without
knowing the specifics of her intrusive images, I had hoped to model that sharing shameful
experiences in therapy was appropriate, normalize experiences they had in the past that caused
them deep shame, inspire hope that therapy could help alleviate their suffering, and foster trust in
our relationship. This type of disclosure is consistent with findings from Elliott & Ragsdale
(2020) and McCormic et al. (2019), in which they discuss disclosing having experienced similar
issues related to client’s current issues and emphasize that it can have all of the positive effects
previously mentioned, provided that the therapist is not still currently struggling with those
issues and the therapist ensures to relate it back to the client.
KF started our next session by stating that they had been thinking about my experience
since our last session and was curious about how I was able to stop having panic attacks and my
intrusive thoughts. I was able to provide her with a mix of psychoeducation and disclosure of my
personal experiences of the different types of exposure therapy I did in my own therapy:
interoceptive cues exposure for panic, in vivo exposure for social phobia, and Exposure with
Response Prevention (ERP) for the obsessive-compulsive pattern I had with my own intrusive
thoughts. This type of disclosure is consistent with many previously mentioned researchers,
especially those based on a CBT perspective, as the disclosure helps to serve as a model for
client, normalize their experiences, and increase willingness to share their own experiences
(Bernstein et al., 2017; Hill, Knox, & Pinto-Coelho, 2019; Matsuno, 2019; Miller & McNaught,
2018; Norcross & Lambert, 2019). KF shared that they were wanting to start some of this
process on their own, but still were afraid to talk about their most intense intrusive images. They,
however, agreed to honestly go through the Yale Brown Obsessive-Compulsive Scale (YBOCS)
as long as they did not have to elaborate on anything that they still did not feel comfortable
talking about. It became clear that their most distressing experiences centered on intrusive
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images of hurting themselves, hurting others, incest, and sexual experiences involving minors.
Still unwilling to further discuss these disturbing intrusive images, they were willing to start ERP
for their contamination and checking experiences. At the end of this session, they shared that,
had I given them the YBOCS at the beginning of treatment without disclosing my own
experiences, that they would have been overwhelmed with shame and lied about their own
experiences. This indicated that my previous disclosure had the desired impact (Bernstein et al.,
2017; Hill, Knox, & Pinto-Coelho, 2019; Matsuno, 2019; Miller & McNaught, 2018; Norcross &
Lambert, 2019). I disclosed how I was grateful that they felt they could trust that I would not
judge them for having these experiences and that it made sense that they often escaped with
video games because they wanted to avoid having these experiences. In making this disclosure, I
hoped to reinforce their willingness to share deeply painful experiences with me and increase
their motivation to do so in the future, reduce their shame, normalize their experience, and
strengthen our relationship, consistent with Hill, Knox, & Pinto-Coelho’s (2018) conclusions
regarding rationale and benefits of this form of TSD.
In subsequent sessions, I disclosed how proud of them I was as they continued to share
more vulnerably in session and take control of their relationship and responses to their fears by
being more willing to approach rather than avoid triggering situations. KF continued to improve,
reporting reduced urges to self-harm, less frequent and less intense intrusive images, less
frequent panic attacks, and increased ability to engage socially outside of their virtual worlds. At
the end of our treatment, KF shared that they would not have had the courage to share their true
experiences with me had I not demonstrated that I trusted them with some of my most shameful
experiences. For our relationship, I feel that my use of disclosure encouraged their willingness to
disclose their experiences, increased their motivation to reverse their behavior and instead face
their fears head on as opposed to avoiding them, strengthen our relationship, increase their hope
that their symptoms would improve, model more effective coping strategies, normalized and
validated their painful experiences, and provided them with insight about how their past
experiences were influencing their current symptomology (Bernstein et al., 2017; Hill, Knox, &
Pinto-Coelho, 2019; Manchak, Skeem, & Rook, 2014; Matsuno, 2019; Miller & McNaught,
2018; Norcross & Lambert, 2019; Phillips, Fowler, & Westaby, 2018; Qi, 2014; Trotter, 2015).
3.2 Case 2: TC
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TC identified as a heterosexual, cisgender male who had a white father and a Latina
mother and was white-passing himself. He was homeschooled in a rural part of the country,
which likely influenced the intense social phobia with which he presented. He was mandated to
treatment following a suicide attempt during an intense panic attack in which he felt that he
would never feel truly connected with others. During his intake session, he shared how his
awareness that he was white-passing and did not speak Spanish prevented him from feeling like
he was able to connect with his Latino culture. Instead of feeling a sense of inclusion, he instead
felt like an outsider when interacting with people who were part of the Latino fraternity on
campus that he wanted to join, but his fear of rejection prevented him from attempting to be
accepted into said fraternity. I disclosed how I felt like I related to his experience by identifying
as non-binary but presenting as male and how I used to feel that I would not be accepted by
people within the LGBTQ community because of how I expressed my gender. Consistent with
feminist, LGBTQ+, and multicultural literature, this disclosure of my identity and personal
experience was aimed at cultivating client growth and change, equalizing power in the
relationship, enhancing the connection between client and therapist, reducing shame, and helping
make the therapeutic relationship feel more genuine (Alessi, Dillon, & Van Der Horn, 2019;
Baumann, Ryu, & Harney, 2020; Bjork, 2004; Chui et al., 2018; Cole & Drescher, 2006;
Drescher, & Fadus, 2020; Hill, 2018; Kronner & Northcut, 2015; Matsuno, 2019; Mahalik, Van
Ormer, & Simi, 2000; McDonald, Rappaport, & Bates, 2022; Mizock & Lundquist, 2016;
Moore, Camacho, & Munson, 2020; Shipman & Martin, 2019). At the end of the session, he
expressed that he appreciated my sharing how I related to his experience and being willing to
talk about my personal experiences.
As we started treatment, he had a negative reaction to the idea of exposure therapy. At
this point, I disclosed how I used to suffer from panic attacks and social phobia as well, and what
helped me address these experiences was doing exposure in my own therapy. I shared how I was
skeptical and afraid of the idea when it was originally presented to me. I realized that it would
involve facing my worst fears and how, at the time, I felt that my relationship with anxiety was
like I was treading water, using all my energy to simply keep my mouth above the water and not
drown. The idea of exposure to me at the time was like I was adding 20lb weights to my ankles.
This type of disclosure is consistent with many previously mentioned researchers, especially
those based on a CBT perspective, as the disclosure helps to serve as a model for client,

21
THERAPIST SELF-DISCLOSURE WITH MANDATED COLLEGE STUDENTS
normalize their experiences, increase willingness to share their own experiences, and increase
willingness to try new behavioral strategies (Bernstein et al., 2017; Hill, Knox, & Pinto-Coelho,
2019; Matsuno, 2019; Miller & McNaught, 2018; Norcross & Lambert, 2019). I asked TC how
he was feeling about exposure and how hearing my story was impacting him. TC explained that
he already felt that he had weights pulling him down and that the idea of doing exposure was like
someone was going to be pushing his head down, too. I validated how intimidating what I was
asking him to do was and shared how my actual experience differed from my imagined
experience: rather than exposure being weights tying me down, exposure helped me learn how to
float on top of the water instead of fighting to not drown. Following this explanation, TC shared
that he was open to trying to learn how to float but was still skeptical. Intratherapy disclosure
(validating TC’s nervous feelings) and extratherapy disclosure (past personal experiences
relating to trying exposure therapy) were utilized to normalize client’s concerns, strengthen the
therapeutic alliance, and encourage client to try exposure therapy despite his concerns (Henretty
et al., 2014). We designed an in vivo exposure exercise that involved telling his roommate and
current best friend how he struggled to feel connected to his Latino identity because of how he is
white-passing. At the end of the session, he shared how he was still nervous to try the exposure
exercise but felt like hearing my experience provided him with hope that sharing his fears with
his friend would actually help them connect on a deeper level rather than push him away.
At the beginning of our next session, he shared that he almost skipped our session
because he felt ashamed that he was not able to follow through on our exposure target, as he
became too nervous that his close friend would reject him. I disclosed how appreciative I was
that he came to our session despite feeling ashamed and that I felt that I had messed up by
assigning such an intense exposure exercise for him. In retrospect, I believe that his reaction to
my story made me feel that he was more willing to try something new than he truly was and I
shared this reflection with him. Intratherapy disclosure was made regarding the impact of
previous TSD and how I miscalculated how much he was affected by the TSD when creating an
exposure target, which is a potential risk when using TSD (Berg et al., 2020; Henretty et al.,
2014). He was appreciative that I was not upset with him and that I had admitted to making a
mistake. He went on to share how he felt that his experience of being homeschooled for so long
combined with a feeling that he was neurobiologically different from other people made it so that
he had deficits that prevented him from being able to connect with other people and for people to
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feel connected to him. I shared how I could not speak for his experience, but I often have felt
very connected with him, even knowing him for such a short period of time. TC expressed
feeling similarly connected with me, but was surprised that I felt that way about him.
Intratherapy disclosure about connection of relationship and demonstrated effects of TSD on
strength of therapeutic alliance (Baumann, Ryu, & Harney, 2020; Goldfried, Burckell, &
Eubanks-Carter, 2003; Johnsen & Ding, 2021; Solomonov & Barber, 2019).
We created a hierarchy of experiences that elicited anxiety for him and one stood out as a
potential starting point: TC shared that there was a student in one of his current classes that he
had been in three or four classes with already and they were assigned to be in a group project
together. Although he was attracted to her and had been in so many classes together, he did not
remember her name and was afraid to admit this to her. I shared how I would experience
someone disclosing this information to me, especially if he shared that he wanted to get to know
me better but felt like he ruined his chances by not remembering my name. After modeling how
he could approach this situation, TC reported that he was leaving our session feeling confident in
his ability to follow through on asking her for her name and sharing what had prevented him
previously. TSD was used in order to provide a model for approaching a situation in a novel way
and increase his willingness to try to confront a situation that induced significant anxiety
(Bernstein et al., 2017; Hill, Knox, & Pinto-Coelho, 2019; Matsuno, 2019; Miller & McNaught,
2018; Norcross & Lambert, 2019).
He arrived at our next session so excited to share how his experience went that he started
talking about it in the hall between the waiting room and my office. I disclosed how happy I was
to hear that his experience went well, but that I was even more thrilled that he approached a
situation that caused him a lot of fear without knowing if it would end the way that he had hoped.
Intratherapy disclosure regarding emotions in the here and now towards client and his reported
experience (Henretty et al., 2014; Hill, 2018, Hill, Knox, & Pinto-Coelho, 2018). This one
experience helped TC be able to experience how exposure could work and led him to be willing
to continuously work his way up his hierarchy addressing his anxiety. By the end of our work
together, he had joined the Latino fraternity on campus, he was in a committed relationship with
someone he met doing an exposure exercise, he had joined the snowboarding club and was
running for a leadership position, he had many friendships that he reported felt meaningful, and
was not afraid of having another panic attack.
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3.3 Case 3: LL
LL identified as a white, heterosexual, cisgender male from a high SES family, raised in a
rural part of the United States and was the oldest child in his family. LL arrived at our session
wearing a suit and shared during our first session that he had recently been charged with a DUI
and that he was coming to treatment before the school mandated it in order to demonstrate good
behavior for his trial, but that he did not believe that he had an issue with substances. LL
reported that he believed that he was a psychopath due to relating to the main character of the
movie American Psycho and from an online quiz he took in which he endorsed having wet the
bed up until his early teens, he had killed animals throughout his childhood and he had set fires.
Having shared all this information within the first five minutes of meeting him, I did not follow a
typical intake and instead spent time exploring his claim. It turned out that he grew up on a farm
and as the oldest child in the family, he was often asked to kill pests that were invading his
family’s crops and would participate in the butchering process of the animals they raised.
Additionally, his fire setting was also connected to being the oldest on a farm, as he was often
asked to burn trash and eliminate waste.
Less concerned about his being a psychopath, we spent the remainder of our first session
discussing how to make our time together useful, what made life meaningful for him, and started
to talk about his history with substance use. LL reported that he felt that the key to his happiness
was making more money than his father had, and he planned to do so by working in finance on
Wall Street. While I was very curious about the specifics of this comment and felt off overall
from the abnormal structure of this session, I tried to build rapport with him by disclosing that
my father had worked in finance on Wall Street so that I am familiar with the lifestyle for which
he is striving. TSD of similarity was used to build rapport, create trust, and create a more
authentic relationship between therapist and client (Bernstein, 2017; Borsari et al., 2015; Carey
et al., 2018; Kazemi et al., 2014; Manchak, Skeem, & Rook, 2013; Mastroleo et al., 2014;
Phillips, Fowler, & Westaby, 2018; Qi, 2014; Trotter, 2015; Wild et al., 2017); however, one of
the risks that this disclosure took was not knowing the patient well enough to know how he
would react (Berg et al., 2020; Elliott & Ragsdale, 2020; Hill, Knox, & Pinto-Coelho, 2018;
McCormic et al., 2019). I did not think much of this disclosure until I received a call from my
father stating that someone who claimed to be my friend had called him and stated that I had told
him my dad would offer him a summer internship. I started the next session with him by
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addressing this situation directly, explaining what I had intended by sharing that part of my
background and how it felt to hear that he had used that information to reach out to my father
directly. While this was an uncomfortable conversation to have, it allowed me to establish
boundaries with him and let him know that I was willing to discuss the interpersonal impact his
behavior had on me, which he shared was a very new experience for him as his family tended to
avoid difficult conversations. We spent the remainder of this session talking about his
relationships with his family. It seemed as though he consistently felt that his mom believed that
he was not good enough and his dad only paid attention to him when he was being useful, which
helped explain why he happily volunteered to do the farm related tasks that he worried was
indicative of psychopathy. I disclosed how I felt hearing his experiences with his parents in order
to validate the pain he was trying to push away and model how to identify and talk about his
feelings. Consistent with Goldfried, Burckell, & Eubanks-Carter (2003), disclosing the
interpersonal impact made by the client served to reinforce their willingness to openly share
experiences associated with shame, convey non-judgmental care for client, and build a stronger
therapeutic alliance.
Later in treatment, it appeared that many of his social relationships reflected versions of
his relationships with his parents: with his male friends, he was often the person people relied on
for a connection to whatever substance they were trying to find but not close with anyone; with
his female relationships, he tried to present as the “perfect man” and would ghost them (cut off
all communication immediately) when he believed that he had shown that he had flaws. He
would constantly put people down, and it became apparent that he did so in order to minimize his
feelings of loneliness and the fear of being unlovable that showed up when he learned of social
events to which he lacked invitations. I provided him with feedback on the impact that he had on
me whenever he made misogynistic or homophobic comments about people in his life and
disclosed my identities with him. I shared that I was afraid of how he would react to me after
having that knowledge, especially considering how he talked about other people in his life. I
wondered aloud if this might also be how people in his life feel about sharing things with him
due to how angrily and negatively he talks about people and behaviors that he does not like. This
type of disclosure leveraged the strength of the relationship that we had already established, and
utilized my experience of client within session to provide meaningful feedback regarding how
client might be experienced by other people who share similar marginalized identities (Alessi,
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Dillon, & Van Der Horn, 2019; Baumann, Ryu, & Harney, 2020; Bjork, 2004; Chui et al., 2018;
Cole & Drescher, 2006; Drescher, & Fadus, 2020; Hill, 2018; Kronner & Northcut, 2015;
Matsuno, 2019; Mizock & Lundquist, 2016; Moore, Camacho, & Munson, 2020; Shipman &
Martin, 2019). After sharing this feedback with him, it was as if the wall he spent so much time
fortifying suddenly collapsed and I was able to see the scared and hurt person that hid behind a
critical and angry exterior.
LL was able to talk about how he used substances in order to feel connected with other
people, to push away his insecurities, to reduce his feelings of loneliness, to feel capable in his
classes, etc. but also how fleeting those experiences were and how he longed for a more
permanent solution. He admitted that what he truly wanted was to be in a committed long-term
relationship with someone who knew his flaws and still chose to be with him, but was terrified
that no one would want to be with him if they truly knew him. I disclosed how connected I felt
with him as he displayed vulnerability compared to how pushed away I felt in previous sessions
when he focused on criticizing people in his life. Intratherapy disclosure utilized to help
reinforce prosocial behavior and strengthen therapeutic alliance (Henretty et al., 2014; Hill,
Knox, & Pinto-Coelho, 2019; Matsuno, 2019; Miller & McNaught, 2018; Norcross & Lambert,
2019).
I eventually provided him feedback on how I experienced him during our first session
when he shared that he thought he was a psychopath and how I thought about the function of his
sharing that information differently after getting to know him better. I shared that in that
moment, I was intimidated by him and unsure of what I could do. With his critical statements, I
felt he was pushing me away. After getting to know him better, I felt that he wanted me to
diagnose him as a psychopath, because then he could let go of the guilt he felt when he noticed
differences between his current lifestyle and relationships and his ideal versions. If he was a
psychopath, then he would feel he was excused from any responsibility to make improvements to
his social relationships and his relationships with substances. TSD used with LL, while initially
leading to a boundary violation, led to client and therapist becoming closer, allowing for
therapist to provide interpersonal feedback that helped client feel safe enough to be vulnerable in
session and help client realize his desire to be authentic in his relationships (Alfi-Yogev et al.,
2021; Baumann, Ryu, & Harney, 2020; Buirski, Haglund, & Markley, 2020; Jackson, 2020;
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Kronner & Northcut, 2015; Norcross & Lambert, 2019; Patmore, 2020; Sunderani & Moodley,
2020).
4. Discussion
As supported by the literature on self-disclosure and the clinical examples highlighted in
the case study, TSD is particularly useful with mandated students in a CCC due to how it can
enhance the therapeutic alliance (Alessi, Dillon, & Van Der Horn, 2019; Alfi-Yogev et al., 2021;
Fuertes, Moore, & Galey, 2019; Hays, 2022; Hill, 2018; Henretty et al., 2014; Levitt et al., 2015;
Manchak, Skeem, & Rook, 2013; Norcross & Lambert, 2019; Simonds & Spokes, 2017; ZivBeiman et al., 2017), overcome the negative aspects associated with being mandated to treatment
(Bernstein et al., 2017; Borsari et al., 2015; Carey et al., 2018; Kazemi et al., 2014; Manchak,
Skeem, & Rook, 2013; Mastroleo et al., 2014; Phillips, Fowler, & Westaby, 2018; Qi, 2014;
Trotter, 2015; Wild et al., 2017), normalize/reduce client shame and fear (Alessi, Dillon, & Van
Der Horn, 2019; Baumann, Ryu, & Harney, 2020; Buirski, Haglund, & Markley, 2020; Chui et
al., 2018; Cole & Drescher, 2006; Drescher, & Fadus, 2020; Henretty et al., 2014; Hill, 2018;
Kronner & Northcut, 2015; Matsuno, 2019; Mizock & Lundquist, 2016; Moore, Camacho, &
Munson, 2020; Shipman & Martin, 2019), model effective ways of coping with negative
emotional experiences (Bandura, 1996; Goldfried, Burckell, & Eubanks-Carter, 2003; Hill,
Knox, & Pinto-Coelho, 2019; Matsuno, 2019; Miller & McNaught, 2018; Norcross & Lambert,
2019), increase clients’ willingness to disclose themselves (Bennett et al., 2022; McCormic et al.,
2019; McDonald, Rappaport, & Bates, 2022; Hays, 2022; Mahalik, Van Ormer, & Simi, 2000;
Moore, Camacho, & Munson, 2020; Moody et al., 2021; Sunderani & Moodley, 2020), and
increase motivation to embrace change (Hill, Knox, & Pinto-Coelho, 2019; Matsuno, 2019;
Miller & McNaught, 2018; Norcross & Lambert, 2019). Due to the short duration of treatment,
client resistance, and infrequent sessions, using moderately intimate disclosures at the beginning
of treatment clearly helped to build rapport quickly, while subsequently reducing client
resistance, as well. This allowed the author to provide treatment that addressed deeper issues
within a fewer number of sessions, issues that may not have been addressed at all without TSD.
It appears that disclosures of similarity and immediacy are two of the more important
types of disclosures for this population as they build trust, model effective responding and ways
of communicating (Goldfried, Burckell, & Eubanks-Carter, 2003; Hill, 2018; Hill, Knox, &
Pinto-Coelho, 2018; Johnsen & Ding, 2021; Solomonov & Barber, 2019). As previously
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mentioned, without a strong therapeutic bond, even the most effective interventions might fail to
be helpful to the client (Alessi, Dillon, & Van Der Horn, 2019; Alfi-Yogev et al., 2021; Bjork,
2004; Fuertes, Moore, & Galey, 2019; Hays, 2022; Hill, 2018; Henretty et al., 2014; Levitt et al.,
2015; Manchak, Skeem, & Rook, 2013; Norcross & Lambert, 2019; Simonds & Spokes, 2017;
Ziv-Beiman et al., 2017). Thus, focusing on strengthening the trust in the relationship is crucial
in the first session. Meeting infrequently in a college counseling center makes it even more
critical to build connections as clients have a tendency to forget what has been discussed in
therapy if they do not believe that the therapy will be useful (Bell et al., 2020; Carey et al., 2018;
Mastroleo et al., 2014; Yurasek et al., 2017).
Additionally, it is important that when disclosing their own experiences that therapists
describe their thoughts and feelings in detail so that they can emphasize the struggles that they
had in trying to cope with their experiences and how they ultimately overcame them. In doing so,
the therapist is able to validate the client's emotional experience while simultaneously
demonstrating a different approach to address the client’s issues (Baumann, Ryu, & Harney,
2020; Berg et al., 2020; Elliott & Ragsdale, 2020; Hill, 2018; McCormic et al., 2019; Miller &
McNaught, 2018). By modeling more effective coping mechanisms used by the therapist while
dealing with similar struggles to those the client is facing, the therapist ultimately increases the
likelihood that the client will attempt new and healthier coping mechanisms (Bandura, 1996;
Goldfried, Burckell, & Eubanks-Carter, 2003; Hill, Knox, & Pinto-Coelho, 2019; Matsuno,
2019; Miller & McNaught, 2018; Norcross & Lambert, 2019). In general, prior to selfdisclosing, it is important to consider the motivation behind the disclosure and the impact that it
will likely have on the client (Berg et al., 2020; Bernstein et al., 2017; Hill, Knox, & PintoCoelho, 2018; McCormic et al., 2019).
While this author recognizes many limitations regarding the generalizability of this
paper’s findings, additional research may demonstrate that a deep understanding of the functions
that TSD can serve and a mastery of its skillful implementation may prove to be beneficial across
a variety of different clinical settings. Due to the inherent nature of a case study approach, the
narrow focus of treatment with a specific population under unique conditions, and the relative
lack of experience of the author, the results can only provide suggestions towards the direction of
future research rather than any formal conclusions. Of particular importance would be research
centered on comparing the effects of TSD on the therapeutic alliance to other interventions such
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as motivational interviewing techniques, differences in the impact that TSD has with voluntary
and mandated clients, as well as differences on the impact TSD has on treatment that involve
weekly, unlimited sessions and those that involve meeting once every few weeks with a session
limit. This future research may also demonstrate that TSD can be used with other populations
with similar challenges, such as clients who are mandated to treatment in forensic settings or
voluntary college students seeking individual therapy within a CCC that utilizes any combination
of session limits, a non-weekly model of therapy, and/or a stepped-care system.
The benefits of TSD are undeniable, yet the intervention itself often remains largely
undiscussed within graduate programs and clinical practica. It is imperative that these clinical
settings provide proper supervision and training on TSD and dismantle any stigma remaining
from when it was regarded as a taboo topic for serious discussion. This concept is becoming
increasingly relevant in a time where disclosures often occur either unintentionally and/or
unavoidably. Patients may be able to glean personal details about their clinicians through
something as simple as physical appearance, the accuracy of which can often be in question
Baumann, Ryu, & Harney, 2020; McDonald, Rappaport, & Bates, 2022). Oftentimes this
uncontrolled disclosure can go further, with new research showing that more and more clients
are using the internet to obtain information on their therapists, thereby gaining access to a
potential wealth of information through public social media or other sources (Farber & Nitzburg,
2015; McDonald, Rappaport, & Bates, 2022; Trub & Magaldi, 2021). This one directional
disclosure of information can have multiple issues. Clients are likely to make inaccurate
inferences regarding their therapists from this limited or cultivated information, which could
weaken the therapeutic relationship if unaddressed. Even if the conclusions made by the client
are accurate, dismissing or ignoring the issue altogether can prevent the formation of a more real
and genuine connection.
If left unaddressed, therapists may even become suspicious, unaware of what information
the client has accessed, undoubtedly impeding the building of trust. Thus, with better training
and guidelines, well-prepared clinicians can use TSD to steer these instances of unintended
disclosure towards the building of a superior relationship built on authenticity and trust. Such
activity can provide an atmosphere of honesty and openness, as the client becomes more likely to
share more frequently and vulnerably, consistent with the literature (Bernstein et al., 2017;
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Goldfried, Burckell, & Eubanks-Carter, 2003; Hill, Knox, & Pinto-Coelho, 2019; Matsuno,
2019; Miller & McNaught, 2018; Norcross & Lambert, 2019).
5. Conclusion
Previous literature shows a clear benefit to TSD when used properly, and even appears to
have an outsize effect in mandated sessions (Mastroleo et al., 2014, p. 321). TSD manages to
directly address many of the specific issues involved in providing effective college counseling in
mandated sessions. The data stemming from the case study and a review of the literature suggest
that further research into its efficacy and proper use in such environments is warranted to
develop guiding principles to inform clinical practice. The results of such a development will
lead to more effective training so that clinicians are more comfortable in disclosing personal
information in the best interest of their clients, encouraging their clients to more frequently
disclose content of increasing intensity, which helps to establish a working relationship based off
mutual authenticity- the ideal conditions to help client thrive as an authentic human being
(Buirski, Haglund, & Markley, 2020).
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